This study examined the relationship between characteristics of patients suffering from treatment-refractory schizophrenia and staff rejection and criticism. Subjects were 30 inpatients with treatment-resistant schizophrenia and the 29 staff members treating them. Measures included assessment of the patients' symptoms and aggression risk profile using the Positive and Negative Syndrome Scale (PANSS) and assessment of staff attitudes toward these patients using the Patient Rejection Scale (PRS). Nursing staff completed the Nurses' Observation Scale for Inpatient Evaluation (NOSIE). PRS ratings did not correlate with patients' demographic and treatment characteristics. Significant correlations existed, however, between increased staff rejection and higher scores for PANSS cognitive factor and NOSIE manifest psychosis factor. Negative symptoms, although preponderant in the patient sample, were not significant predictors of staff rejection on the PRS. Older nursing staff tended to view patients as more irritable and manifestly psychotic. These findings suggest that disorganized behavior and impaired cognition dysfunction areas are more likely to be associated with high levels of rejection among staff working with treatment-resistant schizophrenia patients. Incorporation of the relatively new concepts of cognitive dysfunction and treatment resistance in staff training programs and multidisciplinary team reviews may greatly benefit schizophrenia patients and the staff treating them.
Some 30 to 60 percent of schizophrenia patients may be nonresponsive or only partially responsive to available treatments (Lieberman 1993) . Treatment refractoriness may be defined as persisting positive and negative psychotic symptoms with deficits in social functioning and bizarre behaviors that interfere with community adaptation, despite reasonable and customary pharmacological and psychosocial treatment provided continuously for an adequate period Brenner et al. 1990; Brenner and Merlo 1995; Meltzer and Hippius 1995) . It has been argued that a population of schizophrenia patients who have an early age at onset, many hospitalizations, severe deterioration in multiple levels of functioning, and poor response to antipsychotics can be identified. These clinical characteristics may also be associated with structural brain abnormalities, a greater risk of schizophrenia spectrum disorders in first-degree relatives, and more severe negative symptoms (Keefe et al. 1990; Marder 1995; American Psychiatric Association 1997; Meltzer et al. 1997) .
Many patients suffering from treatment-resistant schizophrenia are continuously hospitalized for long periods and are likely to need high levels of support for many years, despite active rehabilitation programs (O'Driscoll et al. 1990; Morris 1991) . Therefore, a better understanding of the relationship between treatment-resistant patients and their caregivers is of both theoretical and practical importance. A valuable index of the relationship between patient and caregiver in predicting outcome in schizophrenia has been expressed emotion (EE), traditionally applied to relatives living with the patient (Leff and Vaughn 1985; Kuipers and Bebbington 1988) . Critical and emotionally over-involved attitudes (high EE) have been repeatedly associated, in a variety of cultures, with a less favorable outcome, usually identified by a higher relapse rate (Bebbington and Kuipers 1994) . Because considerable overlap exists between the problems that staff and relatives have in dealing with chronically ill patients (Creer et al. 1982) , EE research has recently been extended to include therapeutic relationships with staff. It was hypothesized that staff who work with and have longterm relationships with chronic schizophrenia patients might share not only the problems faced by relative caregivers, but also some of their attitudes (Kuipers 1996) .
Several studies have now confirmed this concept. A full range of high-and low-EE responses of staff to their clients have been reported (Watts 1988; Herzog 1992; Oliver and Kuipers 1996) . More than 40 percent of 35 key workers were found to have a high rating about at least one key patient (Moore et al. 1992a ). In Italy, Beltz et al. (1991) found no consistent relationship between staff and family levels of EE; however, high-EE responses were common in both. Criticism was most frequently focused on socially embarrassing or difficult behavior of the patients (Moore et al. \992b ) and on the clinical poverty syndrome, which is evidenced by apathy, slowness, and poor self-care (Wykes 1982) . In one study (Heinssen et al. 1993) staff EE scores correlated significantly with patients' current instrumental functioning, hostility, uncooperativeness, and impulsivity. The majority of patients assessed in these studies were chronic schizophrenia patients in hostel or day hospital units, who were active in rehabilitation programs. The majority of the professionals interviewed were nurses and occupational therapists.
The aim of the present study was to assess the relationships between the demographic and clinical characteristics of inpatients suffering from treatment-resistant schizophrenia and the degree of staff criticism and rejection of these patients. This type of information may be particularly relevant for treatment-resistant schizophrenia since patients with this illness tend to have long hospitalizations and long-standing relationships with staff members. Identifying the factors that predispose caregivers to patient rejection may be instrumental in training professionals who will work with long-term schizophrenia inpatients.
Method
The subjects were chronic inpatients hospitalized in a university-affiliated psychiatric and geriatric hospital in northern Jerusalem. The hospital has two 32-bed inpatient psychiatric wards, one for women and one for men. These wards serve a catchment area of more than 160,000 and have a turnover of two to four patients per week. Schizophrenia patients represent, at any time, 80 to 90 percent of the patient population in the wards, and 40 to 50 percent of these patients are treatment resistant and have been hospitalized for long periods. Care is delivered by multidisciplinary teams and includes recreational and rehabilitation activities. The mental health team in each of the wards consists of one to two board-certified psychiatrists, one to two psychiatry residents, one board-certified psychologist, one to two psychology interns, a board-certified social worker, and one to two activities therapists. The ward nursing staff consists of two registered psychiatric nurses and two nurse assistants for day shifts, and one registered psychiatric nurse and one nurse assistant for nights.
Patient inclusion criteria were (1) diagnosis of schizophrenia according to DSM-IV (American Psychiatric Association 1994); (2) no additional Axis I or Axis II diagnoses; (3) established resistance to treatment with antipsychotic drugs on the basis of at least three periods of treatment during the course of illness without satisfacr tory response, using antipsychotic drugs from at least two different classes, in doses equivalent to at least 1000 mg/day chlorpromazine for at least 6 weeks; (4) length of present hospitalization of at least 1 year; and (5) cumulative length of lifetime hospitalizations of at least 5 years.
For all included patients, demographic and treatment history data were obtained from medical charts and interviews with the patient and, whenever possible, with his or her family members. The symptoms of all patients were assessed by one trained researcher, using the Brief Psychiatric Rating Scale (BPRS; Overall and Gorham 1962) and the Positive and Negative Syndrome Scale (PANSS; Kay et al. 1987) . Patients' aggression risk profile was assessed using the violence potential assessment criteria included in appendix 4 of the PANSS manual.
Staff members rated their own attitudes toward each patient in their ward who was included in the study using the brief 11-item Patient Rejection Scale (PRS; Kreisman et al. 1979 ), a self-report scale that conceptually overlaps with the hostility and criticism components of EE, without directly measuring EE (Kreisman et al. 1979; Lebell et al. 1993) . PRS items consist of short, affective statements that traditionally are designed to tag the extent to which a family member living with a chronic mental patient has rejecting, critical, and hostile feelings toward the patient. All 11 items are summed (1 = low rejection, 2 = "sometimes," 3 = high rejection answer) to obtain a total rejection score (theoretical range 11-33); higher scores reflect more hostile and rejecting attitudes. The capacity of PRS to predict schizophrenic relapse and other outcome parameters has been demonstrated in a number of studies (Kreisman et al. 1979; Freire et al. 1982; Lebell 1983; Haas et al. 1988; Kreisman et al. 1988; Marder et al. 1989) . In contrast to EE scorings, which require empirical adjustments as a function of the cultural setting in which the interview is used, PRS components have shown, until now, remarkable cross-cultural consistency (Watzl et al. 1986; Heresco-Levy et al. 1992) . In addition to PRS, nursing staff members rated each patient in their ward who was included in the study using the Nurses' Observation Scale for Inpatient Evaluation (NOSIE; Honigfeld and Klett 1965) . Demographic characteristics of all staff members were collected.
Statistical analyses (two-tailed) were performed using the SPSS/PC computer program. Chi-square tests were used for nominal variables and analysis of variance for quantitative measures. Pearson's product moment tests and multiple regression analyses were conducted to assess correlations between various variables.
Results
Patient and Staff Characteristics. Thirty patients-15 women and 15 men-fulfilled the inclusion criteria (table  1) . They were a heterogeneous population in terms of ethnic origin, place of birth, and religious observance. The mean cumulative percentage of lifetime spent hospitalized was 30 percent (standard deviation [SD] = 10; within sample range = 12-67). Approximately 50 percent of patients were or had been previously treated with atypical antipsychotic drugs. The demographic and treatment characteristics of patients in the two wards (i.e., women vs. men) were similar. The only statistically significant differences on the 21 variables summarized in table 1 were more patients of Ashkenazi origin (X 2 = 4.3, df = 1, p < 0.03) and more smokers (X 2 = 6.9, df = 1, p < 0.008) among the women and more frequent interruption of schooling due to clinical state among the men (X 2 = 29.1, df = 2, p < 0.0001). The patients' symptom rating scales scores are shown in table 2. The assessments for all 
Note.-SD = standard deviation; BPRS = Brief Psychiatric Rating Scale; PANSS = Positive and Negative Syndrome Scale. 1 1 = absent, 2 = minimal, 3 = mild, 4 = moderate, 5 = moderate severe, 6 = severe, 7 = extreme. 2 1 = seldom or never, 2 = occasionally but not in the past year, 3 = occasionally during the past year, 4 = often or very often. 3 1 = very stable, 2 = stable, 3 = moderately stable, 4 = minimally stable, 5 = unstable, 6 = very unstable.
patients were performed by the same researcher, who was blind to staff ratings on NOSIE and PRS. PANSS scores were analyzed according to the five-factor PANSS model, which divides symptoms into clusters labeled positive, negative, excitement, depression, and cognitive (Lindenmayer et al. 1994 ). The mean negative (29.8; SD = 7.7) and positive (13.7; SD = 3.3) factors scores of the sample corresponded to the 95th and 15th percentiles, respectively, of PANSS cluster scores norms defined by Kay et al. (1987) for medicated schizophrenia inpatients. These results indicated the relative preponderance of negative symptoms within the sample. The aggression potential profile of the patients pointed to an absent to minimal history of aggression during the past year and to a mild aggression risk profile. Symptoms stability during the past year, assessed in terms of positive and negative symptoms, aggression profile, and activity of daily living functions, was high. Significant differences between female and male patients were not registered in any of the variables presented in table 2.
The demographic characteristics and ward affiliation for the participating staff members are shown in table 3. The staff had a mean professional experience of 16.1 years (SD -9.6) and had been working in the present ward for 9.0 years (SD = 7.5). There were no significant differences between the variables summarized for staff members in the two wards.
Staff members completed the PRS for each study patient in their ward; the NOSE was completed for each study patient by ward nursing staff only. Consequently, 14 PRS and 8 NOSIE ratings were obtained for each male patient and 15 PRS and 7 NOSIE ratings for each female patient. Average PRS and NOSIE scores were computed for each patient; the mean and range of these scores, for patients in each ward and for the entire sample, are summarized in table 4. All staff members had long-standing relationships with each patient in their ward who participated in the study and were blind to the ratings by their colleagues and to the symptoms rating scores. No significant differences were registered between mean PRS and NOSIE scores in the two wards.
Relationships Between Staff Ratings and Patients' and
Staff Characteristics. Several PANSS and NOSIE factor scores correlated with each other and with BPRS total scores. Overall, patients found to be more symptomatic according to the PANSS were also rated as more disturbed on the NOSIE. Furthermore, NOSIE irritability and manifest psychosis scores correlated with PANSS aggression profile ratings.
Among patients' demographic characteristics, longer duration since interruption of any type of employment and longer total hospitalization time correlated with decreased social competence (r = 0.60, p < 0.0001; r = 0.50, p < 0.005) and social interest (r = 0.64, p < 0.0001; r = 0.51, p < 0.003), respectively, on the NOSIE. Patients judged as being more retarded on NOSIE were older (r = 0.45, p < 0.01) and had longer periods of hospitalization (r = 0.45, p < 0.01) and of employment interruption (r = 0.64, p< 0.0001). The PRS total rejection scores for all raters were not significantly correlated with any of the patients' demographic or aggression risk profile characteristics. Nevertheless, they correlated with several NOSIE factor scores. Higher rejection scores were registered for patients judged, on the NOSIE, to be more irritable (r = 0.38, p < 0.03) and manifestly psychotic (r = 0.56, p < 0.001), and lower rejection scores were registered for patients rated as having decreased social competence {r = 0.51, p < 0.003) and interest (r = 0.46, p < 0.01). Similar correlations with NOSIE scores were registered when PRS total rejection scores of staff other than nurses were considered. Furthermore, there was a significant linear relationship between the PRS total rejection scores for all raters and the PANSS cognitive factor score (r = 0.44, p < 0.01). PRS total rejection scores did not correlate significantly with other PANSS factor scores or with BPRS or PANSS total scores.
To determine to what extent the variance in PRS ratings could be attributed to various PANSS and NOSIE components, two multiple regressions using the PRS total rejection score as the dependent variable were performed. The first analysis examined the contribution of the PANSS factors and aggression profile scores presented in table 2 and yielded one significant variable: the PANSS cognitive factor score, which accounted for 21 percent of PRS scores variance (P = 0.44; / = 2.63; df = 28, p < 0.014). F for equation was 1.66 (df = 7,22, p < 0.17).
None of the other variables examined were significant at p < 0.05. In the second analysis, the positive and negative NOSIE factors scores (table 4) were examined as independent variables. The NOSIE manifest psychosis factor score accounted for 32 percent of the variance in PRS rejection ratings ((3 = 0.56; / = 3.65, df = 28, p < 0.001). F for equation was 3.69 (df = 5,24, p < 0.013). None of the remaining variables accounted for significant additional variance in PRS scores.
NOSIE irritability and manifest psychosis scores, respectively, were higher among staff members who were older (r = 0.55, p < 0.05; r = 0.51, p < 0.05), and more experienced (r = 0.54, p < 0.05; r = 0.58, p < 0.05). Irritability ratings were also higher among staff working in the same ward for longer periods (r = 0.50, p < 0.05). None of these staff characteristics were significantly associated with PRS scores. PRS total rejection scores were higher among staff members born in the United States than among those born in Europe and Israel (F -2.95; df = 4,19; p < 0.04) and among psychologists and social workers than among the other professionals (F = 3.17; df = 4,19; p< 0.03).
Discussion
The treatment of schizophrenia patients deemed unresponsive to antipsychotic medications remains a major challenge. Since pharmacotherapy is never administered in a socioenvironmental vacuum, the patient's psychosocial milieu must also contribute to the degree of treatment refractoriness. Lowering high family EE-defined as criticism, hostility, and emotional overinvolvement-has become a central strategy in the work with schizophrenia outpatients and their families (Leff et al. 1982) . In many ways, psychiatric staff caregivers are in the same position as family caregivers (Kuipers 1996) . The present study focused on a sample of chronic inpatients suffering from treatment-resistant schizophrenia and examined the relationships between patient and staff characteristics and the degree of rejection and criticism expressed by staff toward this patient population. It was hypothesized that the assessment of these attitudes and relationships within the framework of a long-term care setting, although conceptually different from the classical EE paradigm, may be instrumental in identifying problematic patterns of interaction between staff and their patients.
Although ethnically and culturally heterogeneous, the patient sample had a highly homogeneous clinical profile, characterized by extensive hospitalization, social and professional dysfunction, and persistence of psychotic symptoms. The patients' symptoms profile was stable and did not seem to be influenced by gender. Negative and cognitive symptoms predominated, as indicated by PANSS factor scores. The mean 18-item BPRS total score (43.6, SD = 12.2) corresponded to level 4 (i.e., moderate resistance) of treatment refractoriness according to the model proposed by Brenner et al. (1990) . The use of a continuum in defining treatment refractoriness recognizes that a majority of persons with schizophrenia who lack responsiveness to antipsychotic medication are, in fact, suboptimal responders who show a modest degree of improvement with pharmacotherapy but persist with high levels of symptomatology and associated social disabilities (Kane et al. 1990 ). Negative (e.g., blunted affect, emotional withdrawal, poor rapport) and cognitive (e.g., conceptual disorganization, difficulty in abstract thinking, disorientation) symptoms are usually present in the clinical picture of refractory schizophrenia.
NOSIE and PRS ratings distribution was similar in the men's and women's wards. This is not surprising as both patient and staff characteristics in these wards were similar. Furthermore, these ratings were not influenced by patients' ethnic, cultural, or religious observance variables, but rather tended to be directly correlated with the current symptoms profile and, in the case of NOSIE scores, also with chronicity parameters (i.e., longer periods of hospitalization and of employment interruption). Patients with pronounced negative and cognitive symptoms were those judged by nursing staff as less socially competent, more retarded, and more socially withdrawn. Furthermore, higher NOSIE scores for irritability and manifest psychosis directly correlated with higher BPRS or PANSS total scores and with a higher aggression risk, as reflected by less favorable ratings on such items as delay of gratification, affective lability, or history of threats of violence.
The patients toward whom staff had significantly more critical and rejecting attitudes, as expressed by PRS total scores, were those with higher PANSS cognitive factor scores. In addition, increased staff rejection correlated with worse NOSIE ratings for social competence, social interest, irritability, and manifest psychosis; the most significant contribution to PRS scores variance among NOSIE factors was the manifest psychosis cluster (i.e., auditory and visual hallucinating and talking, muttering, mumbling to oneself, jiggling, or smiling without apparent reason). Taken together, these findings suggest that cognitive and behavioral disorganization may represent the dysfunction area more likely to elicit high levels of rejection among staff working with treatment-resistant schizophrenia patients. From the staff point of view, clients who are difficult to engage, have difficulty behaving logically, and consequently are likely to be less responsive to the therapeutic intervention represent a particularly frustrating and rejection-eliciting group of patients. This finding may apply not just to schizophrenia patients, and it seems to be in accordance with results of studies performed with schizophrenia patients not selected for treatment refractoriness; it suggests that the patients more likely to elicit critical remarks were those who "were not perceived as warm and who were less responsive to therapeutic effort" (Kuipers 1996) . Interestingly, although negative symptoms, as measured by the PANSS, were the predominant component of the clinical profile in our patient sample, their magnitude was not found to significantly correlate with staff rejection. This finding suggests that symptomatology that is less directly challenging or menacing to staff is less likely to be associated with high rejection levels. If this hypothesis is true, it follows that staff's rejecting and critical attitudes toward chronic patients would improve if patients' manifest adverse behaviors and conceptual disorganization could be reduced. Furthermore, it is possible that a priori staff rejection of these types of symptoms may actually contribute to psychopathology exacerbation that, in turn, may ehcit even higher levels of rejection and criticism. For example, with chronic schizophrenia inpatients who evidence more regressed functioning and behaviors, clinicians may tend to prescribe high dosages of neuroleptics despite lack of evidence that such treatment is effective and despite the possibility that increased exposure to antipsychotic drugs' side effects may result in increased psychopathology (Krakowski et al. 1993) .
The staff has been working daily with the specific patients included in the study for an average of 9 years (SD = 7.5). We found that older age of nursing staff and functioning for longer periods in this milieu were associated with viewing the patients as more irritable and manifestly psychotic. These correlations may reflect staff "burnout" and suggest that similar future studies may benefit from the assessment of the burnout syndrome in staff, for example, by using the Maslach Burnout Inventory (Pines and Maslach 1978) . Patients with long-term mental illness are a most difficult client group, and empathy and support require considerable expenditure of psychological energy by professional caregivers (Nichols 1985) . Consequently, staff may be vulnerable to consequences of employment with this client group, such as emotional exhaustion and low personal accomplishment (Jackson et al. 1986 ), especially when, as in the wards we have studied, staffing levels are low (Lavender 1985) . However, in the present study, the only staff variables that significantly affected the degree of rejection expressed by staff were place of birth and profession, indicating that ethnic and cultural factors may have a preponderant effect on this attitude. The small sample size does not allow for a definitive conclusion; this finding, however, warrants further investigation. Intertwined permanent cognitive dysfunction and manifest psychosis symptoms are pivotal treatmentrefractoriness elements in schizophrenia. The concept of neuroleptic resistance and the recognition of cognitive dysfunctions are presently in the process of definition and have become the focus of intense research worldwide. Staff working with treatment-resistant schizophrenia patients may benefit greatly from the study of these concepts and their incorporation into staff training programs and multidisciplinary team reviews. Increased understanding of the nature of the deficits from which this type of patient suffers and of the magnitude of treatment challenge may help staff reattribute blame to the illness rather than to the patient and alleviate a possible sense of lack of personal accomplishment. Furthermore, better understanding of the specific interactional issues that may be problematic with this group of patients may be instrumental in the successful discharge of chronic inpatients from long-term wards, such as those surveyed in this study, to more home-like environments (e.g., with only 4-6 residents) in which high levels of staff support may be indicated.
